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ABSTRACT	
	
Joanna Marroquin: Addressing Mental Health Stigma in Hispanic Adolescents  
(Under the direction or Rohit Ramaswamy) 
	
High mental health stigma in Hispanic is an area of study that requires more attention. 
There are significant gaps in research on this subject. This is especially true among Hispanic 
adolescents who are still developing and are in an influential part of their life. Hispanic 
adolescents have higher rates of considering suicide, making suicide plans, and actually 
attempting suicide than white adolescents.  There are several reasons why individuals might not 
seek treatment from a provider. A serious reason is that many experience high mental health 
stigma. Fearing or experiencing negative labels associated with having a mental illness can lead 
to individuals refusing to seek treatment.1. Latinos are also less likely seek mental health services 
compared to other ethnicities or races. Interventions that can help lessen mental health stigma in 
adolescents may help in increasing treatment rates. The pilot program proposed is based on the 
SPEAK program by Bulanda et al. (2014). With the aid of the Interactive Systems Framework 
for Dissemination and Implementation, this program will be adapted to Hispanic adolescents. 
The primary goal of this program is to reduce mental health stigma.  
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Introduction: Overview of Mental Health in the Population 
 
 
Description of the global burden of mental health 
In the United States alone, approximately 43.8 million people, or 18 percent of the 
population, experiences mental illness in a given year.2 Approximately 9.8 million are diagnosed 
with a serious mental illness that impairs their functioning.2 In adults, approximately1.1 percent 
are diagnosed with schizophrenia, 2.6 percent with bipolar disorder, 6.9 percent with major 
depression, and 18.1 percent experience an anxiety disorder such as post-traumatic stress order 
(PTSD). 2 
The burden of cost on the United States for not treating or poorly treating individuals 
with mental illness is significant. It is reported that the U.S. lost $193.2 billion in potential 
earnings through the direct and indirect impact associated with mental illness, such as reduced 
labor supply, reduced educational attainment, incarceration, homelessness, medical 
complications, high rates of emergency room care, a high prevalence of pulmonary disease and 
early mortality.2 Mood disorders are the third most common cause of hospitalization in the U.S. 
for both youth and adults aged 18–44. Mortality rates also show that adults with serious mental 
illness die on average 25 years earlier than those without a mental illness, usually to medical 
conditions that are treatable. 2	
 
Outcomes for Vulnerable Populations 
Vulnerable populations include the poor, the homeless, the incarcerated and minorities, 
all of whom have a higher risk or mental illness. People in lower socioeconomic status have been 
found to have a higher risk for mental illness. 3 Mental illness can compound the vulnerability 
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that already exists for economically disadvantaged populations. 4. Poverty is associated with 
anxiety, depression, and chronic exposure to stress.  
Mental illness is also very prevalent among the homeless population. According to the 
Substance Abuse and Mental Health Services Administration (SAHMSA), approximately 20 to 
25 percent of the homeless population has a severe mental illness compared to only 6 percent of 
the general population.5 It is estimated that over 26 percent of homeless adults living in shelters 
can be diagnosed with a severe mental illness and 46 percent have a severe mental illness and 
substance use disorder.2 
The incarcerated population is another vulnerable section of the population.6 In 2014, an 
estimated 20 percent of the prison population and 10 percent of the jail population could be 
diagnosed with a severe mental illness and these numbers are believed to have increased since 
then.6 Not only are individuals with mental illness overrepresented in the criminal justice system, 
they also spend more time in jail than other inmates. 7 
Finally, people of color have less access to mental health services than do whites and are 
less likely to receive needed care. Also, when they are treated they are more likely to receive 
poorer quality of care.8 From 2008 to 2012, White adults were far more likely to use mental 
health services in the past year with 16.6 percent of White adults utilizing services compared to 
only 8.6 percent of Black adults and 7.3 percent of Hispanic adults. White adults were also 
shown to utilize outpatient services, prescription psychiatric medications more frequently than 
Hispanic and Black adults. 9 Mental illness is associated with poorer self-care and overutilization 
of the emergency room, particularly among racial/ethnic minorities. 10 Children are the age group 
most impacted by poverty with Black and Hispanic children being disproportionately affected.11 
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The cost of services and lack of insurance coverage is one of the most common reasons 
for not utilizing mental health services among the poor and minorities. 9 According to the 2016 
National Healthcare Quality and Disparities Report, people at or below 100 percent of the 
Federal Poverty Level (FPL) experienced worse access to care when compared to high-income 
people. Black and Hispanic populations have been shown to have worse access to care when 
compared with White population groups.12  The percentage of uninsured poor adults was 26.7 
percent of poor adults compared with 7.8 percent of adults who were not poor.12 At the end of 
2016, the percentage of people ages 18-64 who were uninsured was 8.9 percent of Whites, 14.6 
percent of Blacks, and 25.9 percent of Hispanics. 12 While more people are getting care for 
mental illness, the percentage of those with a serious mental illness who are getting care has 
actually declined from 50 percent in 2000 to 44.6 percent in 2006.13 Seniors with serious mental 
illness saw a more significant decline with 30.4 percent utilizing treatment in 2000 and only 20 
percent in 2006.13 
Mental illness in the adolescent population 
Adolescence is defined as the period of change between childhood and adulthood and is 
commonly referred to being between the ages of 13 and 19. However, this is partly a social 
construct because the concepts of childhood and adulthood often differ from one society to 
another. For example, in some societies, children are believed to have reached adulthood when 
they reach physical maturity.14 In the United States, adolescence is defined by age and also takes 
into account societal norms such as supporting one’s self and gaining independence from a 
parental figure. The defining characteristics of adolescence are the onset of puberty and the 
physical and psychological changes that occur during this stage. This makes it difficult to 
generalize adolescence across populations because these events can start earlier and end later 
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depending on the individual. 15 The United States Department of Health and Human Services 
Office of Adolescent Health currently defines adolescence to be between the ages of 10 and 19. 
16 The age range used for adolescents varies across different research studies. The minimal age 
used to describe adolescence was 10 and the maximum was 24. As a result, I will define 
adolescence to be between the ages of 10 and 24 and will be marked by the onset of puberty and 
include the various physical and psychological changes that occur up until the age of 24.  
Adolescence is an important stage because this is the period of development when 
individuals begin learning the skills that will allow them to function as an adult. Multiple 
changes occur during this stage such as physical, intellectual, personality, social, and emotional 
developmental changes17. Increased cognitive and intellectual capacity makes stronger reasoning 
skills, logical and moral thinking, abstract thinking and rational judgments possible.  
Adolescence is also an important developmental stage because changes taking place in 
the environment both affect and are affected by the internal changes of adolescence.18 Many of 
the health issues that arise during adolescence also have implications on future health and 
development. The average onset of serious mental illnesses, such as schizophrenia, also 
coincides with this period of change. According to the World Health Organization, half of all 
mental illnesses begin by the age of 14 and three-quarters by mid-20s.19 According to the 
National Institute of Mental Health (NIMH), an estimated 49.5 percent of adolescents age 13-18 
could be diagnosed with a mental disorder and of those, an estimated 22.2 percent had a severe 
impairment.20  
If untreated, mental illness has been shown to severely impact the wider health and 
development of adolescents as well as their potential to live fulfilling and productive lives. 21 
Mental illness in adolescence is associated with several health and social outcomes such as 
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higher alcohol, tobacco, and illicit substances use, adolescent pregnancy, poor academic 
achievement and increased school drop-out rates, delinquent behaviors, suicide, substance use, as 
well as increased risk of mental illness later adulthood. 20 Over one-third (37%) of students with 
a mental health condition age 14-–21 and older who are served by special education drop out—
the highest dropout rate of any disability group.2 Suicide is the 10th leading cause of death in the 
U.S.,20 the 3rd leading cause of death for people aged 10–14 and the 2nd leading cause of death 
for people aged 15–24.2  More than 90% of children who die by suicide have a mental health 
condition.  2 
The fear of being stigmatized by peers is thought to be a major barrier when it comes to 
adolescents seeking needed mental health treatment. Chandra et al. (2007), showed that the 
anticipated negative stigma towards mental illness from family, peers, and school staff were key 
factors in an adolescent’s comfort and willingness to seek treatment.22 In a survey of high school 
students, approximately one out of every eight students reported that they would not pursue 
treatment for mental health issues, even if they believed it would be helpful, due to the fear of 
being stigmatized by their peers. 23 There is evidence that supports this fear. In a study conducted 
by Hartman et al (2013), a group of 3,000 high school students was surveyed and only one third 
of them knew what schizophrenia was. Of the students who reported being familiar with 
schizophrenia, 17.7 percent of them reported that people with schizophrenia were likely to be 
violent.23 Martin et al. (2009),  showed that many Americans reported reluctance regarding 
interacting with or allowing their child to interact with, other children who have a mental illness. 
24 This kind of stigma can also lead to discrimination in work and school environments. 
Adolescents stigmatize and react with prejudice to their peers who are diagnosed with a mental 
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illness.25 This stigma and prejudice can escalate to behaviors known to be risk factors for 
increased mental illness in adolescents, such as bullying.26 
Hispanic adolescents are vulnerable to stigma because of their age and ethnicity. 
Hispanic adolescents fear facing prejudice and possible bullying by their peers. Not seeking care 
for their mental illness can put them at risk for developing unhealthy behaviors. They are at 
higher risk of not completing high school. The program that will be developed will aim to reduce 
mental health stigma. This will create an environment where it is acceptable with individuals 
with mental illness to seek treatment without fear of being discriminated.  
 
Mental Health outcomes for Hispanic adolescents 
In 2016, there were 17.9 million Hispanics younger than 18 years old and 14.6 million 
between the ages of 18 and 33. 27 Hispanic youths have a high prevalence of depression and 
anxiety compared to non-Hispanic Whites.28 In a Youth Risk Surveillance report for 2015 
conducted by the Centers of Disease Control and Prevention (2016), both Hispanic adolescent 
male and female youth experienced higher rates of thoughts of suicide and likely attempts of 
suicide compared to non-Hispanic Whites. 29 Approximately 7.6 percent of Hispanic males had 
attempted suicide compared to 3.7 percent of non-Hispanic White males.29 In females, 25.6 
percent of Hispanics had seriously considered suicide compared to 22.8 percent of non-Hispanic 
White.29 Feeling sad or hopeless was also higher among Hispanic females than non-Hispanic 
Whites. The Hispanic females had the highest rates at 46.7 percent compared to non-Hispanic 
Whites at 37.9 percent in this category.29 A summary of these results can be seen in Table 1.Risk 
factors that likely exacerbate this issue include challenges such as lack of economic resources, 
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behavioral issues, and low educational attainment.28 Another issue that likely negatively impacts 
mental health is the stress of immigrating to the United States and dealing with acculturation.28 
Table 1Youth Risk Surveillance Summary 29  
Youth Risk Surveillance Report Summary 
Behavior 
Percent experienced  
Hispanic females 
Hispanic 
Males 
Non-Hispanic White 
female 
Non-Hispanic White 
Male 
Seriously 
Considered 
Attempting 
Suicide 25.6 12.4 22.8 11.5 
Made a 
Suicide Plan 20.7 10.9 18.4 9.3 
Attempted 
Suicide 15.1 7.6 9.8 3.7 
Felt Sad or 
Hopeless 46.7 24.3 37.9 19.2 
 
In addition, Hispanic adolescents are more likely than non-Hispanic whites to have less 
than optimal health care status.30 Hispanic migrant children are also less likely to receive 
preventive care and receive lower quality care at hospitals.30  Hispanics are also less likely to be 
hospitalized for mental illness than Whites or Blacks. 30 They are also less likely to seek mental 
health care services, or receive clinical or school-based interventions, and are less likely to 
receive pharmaceuticals to treat mental illness than non-Hispanic whites.31 NAMI states that of 
all the Latinos with a psychological disorder, only 20 percent sought treatment from a physician 
and only 10 percent received contact from a specialist. 32  
Finally, the stigma associated with mental illness has been shown to be contingent on 
aspects that allows certain individuals to identify others as different such as social, economic, 
and political status. 24 Members of disadvantaged groups have been shown to be more likely to 
have negative labels associated with them and race as well as the ethnicity of a person with 
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mental illness impacts how people react to them. 24 The California Well-Being Survey reported 
Hispanics interviewed reported experiencing higher levels of self-stigma including feeling 
embarrassed, ashamed, and not being understood because of a mental health problem. 33 They 
were more likely to say that they would conceal a potential mental health problem from 
coworkers or classmates than whites. They were also the most likely to put off treatment for fear 
of letting others know about their mental health issues.33 Compared to other ethnic or racial 
groups Hispanics are among the least likely to seek aid for a mental illness.33 Many Hispanics 
report that they do not seek treatment because they do not want to be labeled as “locos” or 
“crazy”. 32 This label can be associated with losing control, being violent, and never being able 
to be cured. 34 
Hispanics have a high stigma towards mental illness. This then leads to decreased service 
utilization when it is needed. Hispanic adolescents, when compared to non-Hispanic whites, have 
higher levels of suicidal ideation. In order to decrease this and make it more equal, mental health 
stigma needs to be addressed. Hispanics should not be ashamed of seeking help for their mental 
illness. To address this, we must first look at interventions that have helped in reducing mental 
health stigma.  
Interventions to Reduce Stigma in Adolescents 
 
There are three primary methods that have been shown to be effective at changing an 
individual’s views on mental health and reducing the stigma associated with mental illness. They 
are: protest, education, contact used individually or in combination.35 An example of protest is 
not allowing negative depictions of people with mental illness to be shown in the media or other 
mainstream sources. The implementation of a contact intervention usually involves someone 
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with negative beliefs towards something, such as mental illness, coming into contact with an 
individual who they attribute that belief to. In this case, a person with a mental health illness 
meets with someone that stigmatizes individuals with mental health illness. Educational 
interventions focus on addressing incorrect stereotypes about mental illness by replacing them 
with correct information.35 Corrigan et al. (2012) report a meta-analysis that examined the effects 
of anti-stigma approaches. In this analysis 24.1 percent of the research participants were 
adolescents. 35 While the analysis did not give specifics on how many of these adolescents were 
Hispanic, it did state that 5.6 percent of the total participants were of Hispanic or Hispanic 
American ethnicity. 35 The analysis found that overall contact-based interventions were the most 
effective among adults at reducing mental health stigma among this group. 35  
In the Corrigan analysis, educational interventions had the largest effect on reducing 
mental health stigma among adolescents. 35 Contact-based interventions were also shown to 
reduce mental health stigma among this age group but not as much as an educational approach. 35 
One possible explanation for the effectiveness of this kind of intervention is because it is 
believed that adolescents have not yet formed strong attitudes towards mental illness.35 These 
interventions can also be effective long-term because individuals with more information and 
knowledge of mental health illnesses are less likely to discriminate or reinforce negative 
stereotypes. 36 
Giannakopoulos, Assimopoulos et al. (2012) targeted adolescents aged 16-18 by 
implementing a school-based intervention and providing three 90 minute educational workshops. 
37 The workshops included clarifications about incorrect stereotypes such as perceiving those 
with mental illness as violent. 37 Other topics included information on therapeutic interventions 
and how those with a mental illness are able to work and make decisions for themselves. 37 The 
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group that received the intervention reported to be more willing than the control group to work 
with an individual with a mental illness, that they would tolerate having a neighbor with a mental 
illness, and that they would have casual conversations with those with mental illness. 37  
A study done in 2009 by Chan et al. studied the impact of an anti-stigma program on 
adolescents in Hong Kong that used three possible intervention approaches to reduce stigma. The 
researchers compared the effects of: (a) a 30-minute educational lecture; (b) a prerecorded video 
followed by an educational lecture, and (c) educational lecture followed by the prerecorded video 
on stigmatizing attitudes. The results of the study showed that those who participated in the 
education lecture followed by the prerecorded video group had a significantly lower stigmatizing 
attitudes compared to the other two groups. 38 At the 1-month follow-up, the effects were still 
evident, but they did notice that the effects lessened over time.38  
Video games have also been used as a way to implement an educational intervention to 
reduce mental health stigma in the adolescent population. In Spain, Cangas, Navarro, et al. 
(2017) developed a program using a video game to diminish the negative stereotypes of 
individuals with mental health illness. This game featured main characters who were diagnosed 
with schizophrenia, bipolar disorder, depression, and agoraphobia and attempted to tackle the 
perceptions of people with these issues. The main objective of the game is to convince these 
main characters to work together towards a common goal. The player must choose the correct 
and most appropriate approach to interact with the characters. The participants’ ages were 
between 14 and 18. The results of this intervention showed that individuals that participated in 
the video game were less likely to view those with mental health illness as dangerous compared 
to those that did not play the game. 39  
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Bulanda, Bruhn, et al. (2014) described a peer to peer intervention named “Share, Peace, 
Equality, Awareness, and Knowledge” (SPEAK) in Illinois. This was a youth-led program 
designed to help at-risk students by targeting mental health stigma and promoting help-seeking 
behavior by training students to be peer health educators. 40 Enrolled students had a 
demographic makeup of 60 percent Latino, 22.7 percent African American, and 14.4 percent 
white. These youth leaders developed their own presentations addressing different mental health 
disorders including a video of a teenage girl being teased for seeking help for her mental health 
issues and then presented them during an after-school program for at-risk students in middle 
schools. The post-test results of this intervention demonstrated a positive impact on attitudes 
towards individuals with mental illness.  
While there were no studies describing interventions that specifically targeted Hispanic 
adolescents or Hispanics in general, a study conducted in 2016 by Vinson, Abdullah, and Brown 
examined lowering mental health stigma in African Americans.41 The aim of this study was to 
evaluate if contact-based interventions were effective among African Americans. According to 
Vinson et al, there had been no interventions that had specifically looked into this.41 The mean 
age of participants was 19.36.41 The intervention was presented in two forms: in-person 
presentation and a video presentation. For the in-person contact group, they heard an African 
American man discuss his experiences with panic disorder. The man was also recorded and that 
was used as the video presentation for the other group. While there was a decrease in stigma in 
both groups after the intervention, there was no significant difference between the decrease for 
the participants who watched the video and the individuals who attended the presentation.41 This 
intervention is important because it focuses on a marginalized minority group similar to 
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Hispanics. It demonstrates that a contact based intervention that focuses on specific areas that 
affect a minority group could be successful in reducing mental health stigma. 
The interventions described above used a mixture of education and contact. Interventions 
also examined the difference between video and in vivo contact. There was no real difference 
noted between the two but they both were effective in reducing mental health stigma. The order 
in which the intervention was given was also tested. Educational lecture followed by video was 
more successful than the reverse. A summary of the interventions can be seen below in table 2. 
Before the intervention is created, there are key considerations that need to be accounted.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
	 13	
Table 2 Summary of Interventions  
Author 
Hispanics 
included in 
study? “Exposure” Results 
Corrigan et al. 
(2012) Not specified 
A meta-analysis on 
multiple outcome 
studies 
For adults: Contact based 
interventions most effective. 
For adolescents: Educational 
interventions most effective but 
contact based also made an 
impact 
Giannakopoulos, 
Assimopoulos et al. 
(2012)  No 
Educational 
intervention with a 
control group; Three 
weekly 90 minute 
workshops 
The intervention group 
experienced more positive 
changes in attitudes towards 
those with mental illness 
compared to the control group. 
Chan et al. (2009) No 
Examined three 
different combinations 
utilizing education 
alone, education 
followed by video 
contact, and video 
contact followed by 
education 
The education followed by the 
video had the greatest effect in 
reducing mental health stigma. 
Education alone performed 
better than the video followed 
by education.  
Cangas Navarro, et 
al. (2017) Spain Video game 
Participants that played the 
game were less likely to have 
negative attitudes about 
individuals with mental illness 
compared to those that did not 
participate 
Bulanda, Bruhn et 
al. (2014) Yes 
Peer-based contact, 
video, and educational 
intervention 
Participants had decreased 
negative attitudes about mental 
illness and individuals that are 
mentally ill 
Vinson et al. (2016) No 
Examined if there was 
a difference in 
effectiveness between 
contact based or a 
prerecorded video  
Both groups experienced a 
decrease in mental health 
stigma but there was no 
difference between the two 
groups 
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Key Considerations for Developing a Stigma Reduction Program for Hispanic Adolescents 
In the meta-analysis described above, Corrigan et al. state that interventions to reduce 
mental health stigma should be kept at the local or grassroots levels. 35 They describe stigma as 
being shaped by an individuals’ experience and social contexts. 35 Therefore, we should 
encourage local communities with large concentrations of Hispanic adolescents to address 
mental health stigma in a way that more effectively meets their needs. It is also important that 
this intervention be more culturally competent and take into consideration Hispanic cultural 
norms as described below. 
There are several key considerations in developing a stigma reduction intervention for 
Hispanic adolescents. An article from 2009 by Kramer et al., describes different cultural aspects 
that should be considered.34 Language is clearly the most important. Someone who is bilingual 
best expresses or is more emotionally involved when they are discussing sensitive subjects in his 
or her native language.34 However, individuals who have been highly acculturated respond better 
in English.34 This can be an issue when developing a program for Hispanic adolescents since 
there might be a mixture of the two scenarios. However, Zayas and Pilat (2008) reported that 
adolescents are more likely to acculturate at a faster rate than their parents.42 Based on this 
finding, the ideal intervention for Hispanic adolescents should be in English.  
Religion is should be kept in mind when addressing stigma among Hispanic adolescents. 
A large percentage of Hispanics consider themselves Catholic.34 Hispanics are likely to believe 
in spiritualism, or Espiritismo, attribute diseases with natural or supernatural forces and a belief 
that mental and physical illnesses can occur because of karma or not be following religion.34 It is 
important to keep this in mind when developing an intervention in order to educate individuals 
on mental health. The audience receiving the intervention should feel that they are not to blame 
	 15	
for having a mental illness. Also, religious leaders could be considered important stakeholders in 
an intervention. 
One other key consideration in developing an intervention aimed at Hispanic adolescents 
is the importance of family. In some Hispanic culture, with national variation taken into account, 
the family comes first and it is normal to relinquish personal gains for what is best for the 
family.42 This can be a problem if someone is worried that their mental illness can bring stigma 
towards their family. Individuals with mental illness might also worry about being spurned by 
their family.34 Hispanic communities prefer to remain very private.32 It is common practice to 
live by the phrase “don’t air your dirty laundry in public” and that means seeking help or 
speaking to others about mental illness is negatively viewed. The family might see that person 
seeking aid as an embarrassment because they are sharing their personal information. Mental 
illness can also reflect negatively on the family and deteriorate social relationships.34 Therefore, 
when creating an intervention is important to consider the familial aspect of Hispanic culture. To 
address two different areas need to be looked at. The first is dealing with a family member that 
has a mental illness and the importance of not ostracizing them from the family. The second is 
how members of the family who have a mental illness should speak to family members so that 
the family learns that those that are mentally ill are not violent and unstable. Finally, any 
intervention should touch on different options available within their community for receiving aid 
for those that feel might be experiencing a mental illness. 
It is important that any intervention use language that is not too complicated and includes 
words and phrases that are used among Hispanic adolescents in that community. A study done in 
2011 by Knifton L, described a failed anti-stigma campaign aimed at minorities in Scotland.43 
The campaign used media posters to convey their message to reduce stigma among these groups. 
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The results showed that the campaign had no impact on reducing stigma. It was later discovered 
that one of the reasons for this was because the language used in the intervention did not 
correspond to words used by the targeted ethnicities. 
Implementing a stigma reduction intervention targeted at Hispanic adolescents 
The proposed intervention will take place at schools that have a significant number of 
students from Hispanic backgrounds. The intervention will be modeled after the SPEAK 
program (Bulanda et al. (2014)) described previously but will only focus on Hispanic 
adolescents. This approach was chosen because the original program had a large representation 
of Hispanic adolescents. The program will also be taking ideas from the one described in Vinson 
et al. 2016 which was targeted at the African-American community and utilized words and 
themes associated with mental illness from this community. The same will be done here with 
terms that are most common among Hispanics. The intervention will take place after school in 
order to reach a larger number of adolescents. After-school programs have also proven to be 
effective in other programs that have been implemented.44  As a pilot program, the scope of the 
intervention described in this paper will be a single school 
 The intervention for the proposed program is described below using the template of 
intervention description and replication TiDier checklist.45 The checklist describes the materials 
(the WHAT), the providers (the WHO), the location (the WHERE) and the mechanism or dosage 
or the intervention (HOW or HOW MUCH). The components of the checklist are shown below. 
A logic model for the program is shown Appendix I. 
Program Description 
The program will be given to a group of students after school. It should be less than fifty 
students per group. The student groups will be also separated by grade in school. Students will be 
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able to sign up for a session with the school administrators. The program will be promoted by 
school teachers and staff.  The program will specify that this is geared for Hispanic students 
specifically those with Mexican origin. About ninety-six percent of the high school is Hispanic. 
46 The program will start with a five-minute introduction followed by a 15 presentation by the 
group facilitator. After this, the video by Say-It-Out-Loud will be viewed. This video is 
approximately under 6 minutes. Following the video, there will be a thirty-minute questions and 
answers. The final five minutes will be closing thoughts or statements. 
Program Setting 
 The program will take place at Bell Senior High School in Los Angeles County. This 
school was chosen due to its high number of Hispanic adolescents. Over ninety-six percent of the 
school identifies as Hispanic. Out of the 2,953 students enrolled as of the 2016-2017 student 
school year, 2,609 received free or reduced lunch.46 The school gymnasium or cafeteria can be 
used for an after-school program. 
Program Timeline 
 The program will be given as a single dose. The program’s aim is for start in 2019- 2020 
school year. The start of the school year, based on the Los Angeles Unified School District is 
August 20th. In order to allow enough time for promotion of the program, the initial start date of 
the program should be October 22nd. The program will be given after school. The first day will 
be for 12th graders. The second day will be for 11th. The third day for 10th graders. The last day 
will be for 9th graders. The program will also run for a second time the next week following the 
same order as before. This is to make sure that we have enough program participants. The 
program should last about 61 minutes. For more specific information please view the timeline in 
Appendix 1. 	
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Program Staff 
 In order to create the materials needed for this program and to follow all the procedures 
required, the following program staff will need to be hired.  
 Program manager and coordinator: A program manager will run the program. The SPEAK 
program was run by two social workers. The program manager will be involved in all aspects of 
the program, will help create the program materials and will also be in responsible for connecting 
with stakeholders and disseminating information. Program coordinators may also be needed who 
may be community members who will speak to the school and community leaders.  
Group presenters: The group presenters will be individuals that are Hispanic with a mental 
illness. Since the targeted school will be in Los Angeles County, the individual should identify as 
Mexican or Mexican American. The largest populations with Hispanic origins are Mexicans 
followed by Salvadorans. 47The group presenters will be recruited from the university where the 
partnership was formed. The presenter should be willing and able to share and discuss their 
mental illness. They will be trained and educated on mental health stigma. They will learn some 
of this through the NAMI Say-It-Out-Loud toolkit. They will also learn how to facilitate a group. 
Health educator: A health educator will be contracted to aid in developing and modifying 
educational material. They will be responsible for modifying this program to for Hispanic 
adolescents. They will also teach the group presenters about mental health illness. The health 
educator, with the program coordinator, will aid the group presenter in creating a short script to 
discuss their experience with mental illness. The health educator will also be present during the 
program to help address any difficult questions that the group presenter is unable to answer.   
Coach: The program will also need to contract a coach. The coach will assist in hiring the 
right group facilitators. The coach’s responsibilities will include training group facilitators with 
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Say-It-Out-Loud. The coach will also be responsible for keeping engagement with the school. 
They will also be responsible in explaining the program to the school administrators. They will 
aid in creating promotional flyers to attract students to the program.  .  
Program evaluator: A program evaluator will be contracted to be in charge of the monitoring 
and evaluation. They will work alongside the program coordinator in developing the pre-and 
posttest. They will train students in aiding them in collecting the data that is necessary to perform 
an evaluation. They will also be responsible for delivering results to the program coordinator. 
From there, the two of them will share the results with the stakeholders and program staff.  
Student assistants: In the SPEAK program there was a partnership with a university in 
Illinois. Students there aided in the program. Therefore, a partnership with a local university will 
be sought. Students will be able to receive school credit based on their participation hours in the 
program. Students will help with administrative duties, implementing the program, and its 
evaluation. Each individual student will receive training based on the area they assisting.  
Materials Required 
 In order for the intervention to be effective, it will need informational materials. This 
material will consist of similar educational content utilized by the SPEAK program. Their 
program used the Say-it-Out-Loud tools provided by National Alliance on Mental Illness. The 
Say-It-Out-Loud toolkit includes a 5 to 6-minute video that can be used in a presentation to aid 
in diminishing mental health stigma. The video shows the warning signs of mental illness as well 
as stories from three different adolescents about mental illness. NAMI also provides a narrated 
presentation and guide for the group facilitators. This presentation provides more information 
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about mental illness as well as pointers on how to conduct a group discussion. Other contents in 
this toolkit include a fact sheet with information on other ways to get involved with NAMI.1  
 Additionally, a narrative will need to be created based on the stories that will be shared 
by the presenters. This lecture material will be created alongside the program coordinator and the 
health educator. The material will cover information on specific points that will be addressed 
during this presentation. It will include the individual's experience with a mental illness. Flyers 
will also be made to promote the program. These flyers will then be handed out to the school to 
give to teachers and/or post around the school. All of the lecture material will be created in 
English.  
Procedures 
 There are multiple procedures that need to occur in order for this program to run 
smoothly.  
Before the program is implemented: 
1. Hiring staff to meet the needs of the program. 
2. Training of group presenters. 
3. Creation of material that will be used for the program. 
4. Creating an evaluation plan. 
5. Reaching out and building a relationship with Bell Senior High School in Los Angeles. 
6. Engaging with stakeholders. 
7. Promotion of the program will take place in the school. The program will start promoting 
the event 6 weeks before the initial start. 
																																																						
1	For further information on this content please visit NAMI’s Say-It-Out-Loud website at 
https://www.nami.org/Extranet/Education,-Training-and-Outreach-Programs/Outreach-and-
Advocacy/Say-It-Out-Loud	
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During the program’s implementation: 
1. The students will be given a pretest to determine their attitudes toward mental health 
illness and treatment.  
2. The presenter will explain the purpose of the program and the ground rules based on 
NAMI’s Say-It-Out-Loud suggestions. 
3. The presenter will discuss their story with mental illness. 
4. The video will then be viewed, followed by a question and answer session. 
5. Posttest will be given to measure if students attitudes have changed. 
After the program is implemented 
1. The results will be interpreted. 
2. Posttest will be readministered after two months. 
3. Information will be shared with stakeholders. 
 
While the program described above gives more specifics on what will need to be done, who will 
do it, and how, it is important to consider how the program will be modified to meet the needs of 
Hispanic adolescents. The program will not be molded to treat all of these Hispanic subgroups as 
the same. These are some of the subgroups: Mexican Americans, Puerto Ricans, Cubans, recent 
immigrants, or first-generation adolescents. All of these groups may experience different types of 
environmental and social factors that can contribute to their mental health stigma.28 It is 
important that the population the intervention is being molded for view the individual chosen to 
present the information as an equal and someone from their own community.36These 
environmental and social factors might also contribute to their participation in the program. 
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 A Model for Program Implementation: The Interactive Systems Framework 
 
The Interactive Systems Framework for Dissemination and Implementation can be used 
guide the program implementation. This framework was originally created to help translate 
research into the field.48 The three systems of ISF that can be used to adapt an intervention to 
meet the needs of Hispanic adolescents in that particular community are the Synthesis and 
Translation System, the Support System, and the Delivery System.48 The synthesis and 
Translation System reviews the research for the most effective interventions and adapts it for 
Hispanic adolescents.  For example, when the group facilitator discusses topics such as family, 
misperceptions about mental illness or resources available in the community, they will use words 
that are common among the Hispanic community in describing an individual with mental illness. 
Those words have been described by Krammer et al. (2009 ) to include locos, nervios, and 
sustos.34  Loco is a word used to describe someone they believe is crazy. Once someone has been 
labeled loco it is difficult for that person to remove that label in the community.34 Nervios is a 
description that is more used to for someone with anxiety. Finally, sustos is used to describe 
someone that experiences a traumatic event and starts to experience symptoms of depression.34    
The next system in the ISF is the Prevention Support System. This is how the work will 
be supported.48  This includes program faculty, activities, resources, and materials.  
The third system of the ISF is the Delivery System. This is where the program is 
implemented in the school. In this case, the school chosen was a high school. The SPEAK 
program was conducted in a middle school. The majority of students are considered low income 
in both the SPEAK program and the school selected for this intervention. Recruitment of 
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students to participate in the program is different. In the SPEAK program, students were picked 
based on their at-risk status. This program will be open to anyone to attend.  
Other areas of ISF are needed for the program to be successfully implemented including 
existing research, funding, climate and macro policy. Identifying possible grants or partners 
should be a priority before proceeding. The climate of the community should also be evaluated 
before forming a relationship. It is critical to make sure that the community is receptive to 
supporting a program aimed at tackling mental health stigma in Hispanic adolescents. Lastly, it is 
also important to understand if there are any policies that impact mental health in Hispanic 
adolescents in the community, county, or state.  
Stakeholders will need to be identified before the start of the program. This will be done 
by the program manager with aid from the health coach.  Some of the stakeholders will include 
the Los Angeles County Department of Public Health, community leaders, and the Los Angeles 
Unified school system board. Public health officials will aid the program in identifying 
communities that could potentially be a good fit for the program. They can also help identify 
resources available in those communities. Community leaders can help in describing their 
community’s unique attributes. This can be useful in identifying ways to best present the 
information using language that can resonate with Hispanic adolescents in that area. As we want 
this program to remain a grassroots intervention, it is important that the community feels 
invested in this intervention. The school board can provide further information about the 
student’s demographics. They can also help in getting the different schools’ Parent Teacher 
Associations (PTA) involved to promote the program. Other possible support may be obtained 
from other programs in the area also working with adolescents or in addressing mental health in 
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the community. Therefore, it is essential to form a network with these other programs to gain 
more information on what has aided them in reaching this population or addressing this problem.  
There might be several implementation challenges expected. Due to this being an after-
school program, getting Hispanic adolescents to attend might be a challenge. It is imperative that 
the school promote the after-school program. Keeping the school administrators and faculty 
motivated could also be a challenge. It is important that the relationships formed are long-lasting 
and that the school feels that they are part of implementing the program as well. The relationship 
with the school will be built by the program manager and coach. If the program proves to be a 
success, the community or communities themselves can take ownership of this intervention. 
Sustainability could also be an issue if proper funds are not obtained.  
The primary goal of this intervention is to reduce mental health stigma. With the aid of 
all the toolkits described, the SPEAK program can be adapted to meet the needs of Hispanic 
adolescents. The program will run in a high school and it will be open to all Hispanic 
adolescents. While the SPEAK program used high school peer educators this intervention will 
use facilitators from the local university that are Hispanic and have a mental illness. ISF will aid 
the program being adapted to address specific problems that affect stigma in Hispanics.   
 
Evaluation Plan 
 An evaluation plan is needed to determine how the program is performing. This will 
include a process and outcome evaluation. The evaluation will include a qualitative and 
quantitative component. The quantitative component will be primarily a pretest and posttest 
given during the sixty-minute program. The outcome evaluation will be modeled after questions 
asked during the SPEAK program. The qualitative component will consist of interviews with 
students to assess their experience and satisfaction with the program. The information will be 
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gathered by the student volunteers and the evaluators. This includes but not limited to health 
educators, volunteers, evaluator, and the program manager.  
 Process evaluation is crucial because we need to determine if the program execution is 
working. This part of the evaluation will also include the number of participants that were in 
each session. The sign up and sign in sheet will be used to determine the number of individuals 
that did not show up. This will help us determine if participants did not participate because there 
was a lack of sign ups or because something happened between signing up and the program 
date.   
Since the program will consist of multiple parts it is important to find out if there is one 
part that is not working or one that is working better than the other. The three parts of the 
program are the group facilitator’s narrative, the Say-It-Out-Loud video, and the questions and 
answers. A qualitative approach will be helpful in this situation. The interviews will be 
conducted after the program has taken place. The interviews will be conducted by the evaluator 
and student volunteers. The number of interviews after each session be based on the number 
participants that attend the program. Ideally, we will interview 10% of participants in each 
session. The interviewees will be chosen at random. 
 To assess the sustainability of the intervention, participants’ contact information will be 
gathered during the sign-up process. This will be done by the school administrators. This 
information will be used to contact them 2 months after the program’s implementation. They will 
be given the same posttest after the intervention. This is to determine if the attitudes have 
changed over a period of time.  
 The results of the evaluations will be shared with stakeholders and program faculty to 
improve program implementation. The process evaluation results will be reviewed as they arrive. 
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It is important that this is done this way in order to adjust the program dynamically. For instance, 
if the program session is opened for 50 students but only half are showing up; then we can 
reopen the sessions for more students in order to adjust for the students that do not come.  
 
Table 3 Monitoring and Evaluation Plan 
Monitoring	and	Evaluation	Plan	
 
 
 
Process 
Goals Evaluation Question Participant Evaluation Method 
40 
Participants 
in each of the 
8 sessions 
How many participants 
attended each question? Evaluator, Volunteers 
Sign-up sheet, sign in 
sheet, number of pre-
and posttests 
Participants 
find the 
contact based 
narrative 
helpful 
Did you enjoy listening to 
the narrative? Evaluator, Volunteers 
Qualitative and 
Quantitative: Posttest, 
comments can be further 
evaluated with 
interviews 
Participants 
find the 
video helpful 
Did you enjoy watching the 
video? Evaluator, Volunteers 
Qualitative and 
Quantitative: Posttest, 
comments can be further 
evaluated with 
interviews 
Participants 
find the 
questions and 
answers 
helpful 
Did you enjoy the questions 
and answer forum? Evaluator, Volunteers 
Qualitative and 
Quantitative: Posttest, 
comments can be further 
evaluated with 
interviews 
Outcome/ Sustainability Goals 
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Participants 
are not afraid 
of talking to 
someone 
with a mental 
health illness 
Are you afraid to talk to 
someone with a mental 
illness? Evaluator Pre-and Posttest 
Participants 
are not upset 
about having 
a classmate 
with a mental 
illness 
Would you be upset with 
having a classmate that has 
a mental illness? Evaluator Pre-and Posttest 
Participants 
do not 
believe 
individuals 
with mental 
illness are 
dangerous 
Do you think those that are 
mentally ill are dangerous? Evaluator Pre-and Posttest 
Participants 
can recover 
from a 
mental 
illness 
Do you think individuals 
that seek treatment can 
recover from a mental 
illness? Evaluator Pre-and Posttest 
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Roles of Leaders in Reducing Mental Health Stigma among Hispanic Adolescents 
Public Health Leaders 
Public health leaders have a responsibility to address inequities. Lack of utilization of 
mental health care services in Hispanics needs to be addressed. One way to do this is to address 
mental health stigma. Public health leaders should also urge officials to allocate more resources 
and money to address mental health. Besides seeking funding, it is important that public health 
leaders continue to focus on research to find effective ways in reducing mental health stigma in 
order to increase help-seeking behavior. There should be a special focus on minority groups 
where research has not been fully done. It is also up to public health leaders to make sure that 
interventions that have been proven to be effective are the ones that are being implemented 
appropriately. Lastly, it is important that public health leaders keep this issue as a constant 
priority and not only when an event occurs that brings a spotlight to mental illness.  
Community, State, and National Leaders 
It is vital that not only public health leaders but leaders in other areas address mental 
health in Hispanic adolescents. Leaders in school systems should advocate for the wellbeing of 
their students. As mentioned earlier, mental health issues can play a role in students missing 
class or dropping out. Local government officials should advocate for more funding to address 
mental health in their communities. Government officials at the state and national level should 
allocate more funds to address this issue. They should create a policy that creates an environment 
for Hispanic adolescents to seek mental help treatment as well without financial worry. 
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Conclusion 
The short-term and long-term impact that stems from mental illness within the adolescent 
population is one that if left untreated has severe consequences. This is especially true for the 
Hispanic adolescent population, which has been shown to have high levels of depression, 
thoughts of suicide, and suicide rates. 29 As stated above, one way to address this issue is to 
reduce the stigma associated with mental illness. Due to Hispanic adolescents being less likely to 
seek help for their mental illness compared to their non-Hispanic White counterparts for fear of 
being considered “loco” this is one area that can be targeted.  
I have discussed intervention approaches that have been shown to be effective at targeting stigma 
within the general population as well as adolescents. Both educational and contact-based 
interventions have been proven to be the most effective at reducing mental health stigma and 
have also been shown to be effective when used in conjunction with one another.  
Additionally, while peer to peer programs have been implemented and showed positive results, 
further long-term studies need to be done within the adolescent population to determine if these 
have any detrimental impact on the participating peer who has a mental illness. It is also 
important that these interventions address stigma within this population remain at the community 
and grassroots level. This ensures that the program can be specifically tailored for that 
population and more adequately address their particular needs.  
 The recommended intervention mention described in this paper aims at targeting 
Hispanic adolescents and lowering their mental health stigma. With the aid of community 
leaders, public health, and school officials decreasing mental health stigma can increase mental 
health service utilization among this population group. This after school-program conducted by a 
Hispanic individual can help diminish negative stereotypes attached to mental illness. This 
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intervention can also help provide further information for other possible interventions aimed 
primarily at minority population groups.  
While these recommendations can help address the serious issue of mental illness and stigma 
within the Hispanic adolescent population, there are numerous factors that also play a role and 
impact this issue. One area that would increase the success of these interventions is the additional 
services available for Hispanic adolescents to meet their mental health needs.  
Currently, there is very limited data on mental health stigma in general, and even less on 
mental stigma in minority populations. In order to truly address this issue, more research needs 
to be done on mental health stigma within the Hispanic adolescent population as well as other 
minority populations. Instead of generalizing data from other groups onto these populations, 
more targeted research would aid future programs in creating interventions that better address the 
needs of these populations.  
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Appendix 1 
Logic	Model	
Inputs Actions Outputs Short Term Outcomes 
Middle term 
Outcomes 
Long Term 
Outcomes 
Grants/Money Train group facilitators 
Group Facilitators 
will keep 
participants 
engaged 
Stigma attitudes 
decrease 
Increased help 
seeking behavior 
Decreased suicide 
ideation in Hispanic 
adolescents 
Staff 
Develop a first-hand 
narrative of dealing 
with mental illness 
  Awareness of warning signs 		
Improved Perception 
of Individuals with a 
Mental Health 
Illness 
Volunteers Promote program in school 
Program will be 
given to 50 
participants at a 
time 
Knowledge about 
Mental Health 
Illness 
Individuals with 
mental illness 
experience less 
stigma 
Decreased school 
truancy 
Evidence Based 
Research 
Tailor program to 
meet the needs of 
Hispanic Adolescents 
    		   
Educational 
Information 
Program given after 
school 
Evaluation report 
given to 
Stakeholders 
    Decreased unhealthy behavior 
NAMI Say-It-
Out-Loud 
Toolkit 
Program will run for 
two weeks         
Partnerships 
Hour long 
presentation with 
group facilitator  
        
Materials for 
promotion  
Evaluation of 
program         
	 32	
 
Timeline: 
Action Performed by When 
Secure funding Program Managers Before the start of the program 
Partnership with local 
University Program Managers 0- 3 months from program start 
Hire staff - health 
educator, coach, 
evaluator Program Managers 0-3 months from program start 
Recruit student 
volunteers from the 
university Program Managers 0-3 months from program start 
Train volunteers in 
duties Program Managers 0-3 months from program start 
Build relationship 
with Bell Senior High 
School Program Manager 0- 3 months from program start 
Identify Stakeholders Program Managers 0-3 months from program start 
Build relationship 
with stakeholders 
Coaches, Program 
Managers 
after the first three months of the 
program. This will be continuous 
Continue to build 
relationship with 
school 
Coaches, Program 
Managers continuous 
Search for group 
facilitators at the 
University 
Coaches, Program 
Managers months 3 - 6 
Material will be 
created and modified  Health Educators months 3 - 6 
Train group 
facilitators with 
assistance of NAMI's 
Say-It-Out-Loud 
toolkit Health Coach months 6-8 
 
 
Develop pre-and post-
test 
 
Evaluator, Program 
Manager 
 
 
months 6- 8 
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Aid group facilitator 
in preparing narrative Health Educators months 6- 8 
Develop promotional 
material Volunteers, Health Coach months 8-10 
Begin pilot testing 
Program Managers, Group 
Facilitators, Volunteers months 8-10 
Develop evaluation 
plan 
Evaluator, Program 
Manager after month 8th 
Begin promotion of 
program 
Volunteers, Program 
Managers month 10 
Evaluate pilot testing 
results 
Program managers, 
evaluators month 11 
Facilitate program 
group facilitators, program 
managers, volunteers month 12 
Evaluate program 
results 
Evaluator, Program 
Manager month 13 
Disseminate results 
and information Program Manager month 14 
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